DISCUSSION.
Mr. BARWELL doubted the diagnosis of papilloma, though from one inspection he would not be too dogmatic. The growth seemed to be very massive, and to be infiltrating the tissues, and he thought that it would prove to be malignant.
Dr. LOGAN TURNER said he also considered the condition might be malignant, though the question of tuberculosis entered his mind. It was, however, rather rapid for tuberculous disease.
Dr. BROWN KELLY also doubted whether it was papilloma. Last session Mr. Lack' showed a case of so-called papilloma of the palate in which there was a similar doubt. Histologically it proved to be papilloma, although clinically it seemed to be malignant. Mr. HOWARTH, in reply, said that the diagnosis was made from the clinical appearance, he had only seen the patient that day and had not time to have a microscopic examination made. In reply to Dr. McKenzie, he said that he had submitted sections of the previous tumour to Mr. Shattock who pronounced the growth a fibroma. He proposed to remove the present tumour and would bring microscopic sections to a future meeting.
Laryngectomy subsequent to Tracheotomy for Epithelioma of the Larynx.
By DAN MCKENZIE, M.D.
THE patient is a male, aged 52. Laryngectomy was performed seven weeks ago. The interest in the case from the operative point of view lies in the fact that tracheotomy had been performed a fortnight before the larynx was removed. Thus the typical operation with the suturing of the whole tracheal margin to the skin could not be readily adopted. However, in order to avoid the dangers of an open trachea in the lower part of the neck wound, the upper end of the trachea was closed by catgut sutures, the lower margins of the lateral skin and flaps were sutured to the posterior margin of the trachea, and the whole, or nearly the whole, of the lower transverse incision was left open and packed lightly with gauze. The result was satisfactory. By the time (ten days after operation) the tracheal sutures had given way and the upper end of the trachea began to gape, the upper part of the wound had become isolated from the lower. By these means the pharyngeal discharges were prevented from reaching the trachea during the whole course of the convalescence.
The wounds have healed with little or no inflammatory reaction (excepting a stitch abscess in front), and this I ascribe to the facts that all the teeth were removed (the patient was the subject of pyorrhoea), and that the feeding tube was kept in the cesophagus for sixteen days.
Respiration is now effected through the upper end of the trachea. The original tracheotomy wound has been allowed to close, but the patient still wears a rubber tube in the upper end of the trachea.
The specimen of the larynx removed from the above case shows the growth extending vertically from the middle of the left ventricular ba.nd to the level of the cricoid cartilage, and involving the left side of the larynx chiefly. Diagnosis of epithelioma before operation by microscopic examination (Dr. Wyatt Wingrave).
DISCUSSION.
Sir StCLAIR THOMSON said tbat from examination of the specimen it was clear that laryngo-fissure would not have got beyond the disease without scooping out the soft parts on both sides to such an extent as to produce practical stenosis. It was a most suitable case for laryngectomy-too far advanced for laryngo-fissure, and not too extensive for excision of the larynx. But Dr. McKenzie, in removing it, did not split the larynx first. No harm had come from that in this particular case, but it would be well for those beginning this work to be advised beforehand to split it first and look inside, for he had known more than one case which, after removal, turned out to be syphilitic and not malignant. Another reason was that in a case he had recently; he fully intended to do laryngectomy, but he afterwards congratulated himself on having split the larynx, because although at first it looked a most suitable case in regard to the larynx proper, he found the disease had spread below the cricoid on to the first two rings of the trachea, and invaded the partition between the trachea and the cesophagus, and so the case was useless for laryngectomy. He therefore closed it up, and simply left in a tracheotomy tube.
Dr. D. R. PATERSON agreed with Sir StClair Thomson's remarks about splitting the larynx. He had a similar case in which he found that the back wall over the cricoid was very considerably affected. He finished the operation there, and put in a tracheotomy tube, and the patient was still alive and had very fair comfort. But if he had gone on, the removal would neccesitate extensive dissection, and he did not think the patient would now be alive. Another point was that in those cases calling for laryngectomy in which the patient had a short neck, the plan adopted by Dr. McKenzie of putting in a tracheotomy tube for ten days was admirable, because it fixed the trachea to the skin wound much better. There was a great tendency for the trachea in short-necked people to retract.
Dr. BRONNER said that somne years ago he saw a case in which a patient had had tracheotomy performed, and it was intended to remove the larynx. He saw a big growth which he regarded as carcinoma entering the larynx; the growth, however, was growing from the posterior wall of the pharynx, and had covered the glottis, so that the patient could not breathe properly. The larynx, however, was found to be normal.
Dr. DAN McKENzIE, in reply, said he was much interested in the remarks made in regard to splitting the larynx, but while it was true that splitting the larynx enabled one to see the extent of the growth, it was possible to imagine that one might be deterred, in certain cases, from proceeding to laryngectomy after splitting the larynx by a fear that the growth had extended beyond a point from which it could well be removed by laryngectomy. As time went on bolder measures were aottaining success, and he thought that if one adopted a, radical attitude in those cases, that was the line along which progress would be made. In this case he had formed no plan in advance, but took things as they came, proceeding by a more or less intelligent opportunism. The question of syphilis had been settled before operation. He wished to express his thanks to Mr. E. Waggett for many valuable hints regarding the after-treatment.
Cystic Distension of the Lachrymal Sac; Operation on Nasal
Duct in the Nose (West's Operation).
By DAN MCKENZIE, M.D.
THE patient is a woman, aged 32. She has been suffering from ethmoiditis for some years. Four months ago, after the removal of polypi from the left side of the nose, she noticed a swelling at the inner canthus of the left eye. The swelling corresponded in situation with the lachrymal sac. It was tense and fluctuating, and could be emptied into the nose by steadily pressing upon it.
On November 28, 1912, West's operation was performed. A flap of mucous membrane, with the base posteriorly, was raised from the lateral wall of the nose at a level between and in front of tbe anterior ends of the middle and inferior turbinals. With a gouge the nasolachrymal bony canal was broken into and the membranous nasal duct exposed. The nasal duct was then opened up as high as the lachrymal sac. Lachrymal probes, which formerly met with obstruction in their route towards the inferior mneatus, now passed freely into the middle meatus. So far there has been no return of the swelling.
